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THE BURDEN OF SOCIO-LEGAL CONCERNS EXPERIENCED BY 
BREAST CANCER PATIENTS AT A SAFETY-NET HOSPITAL 
EILEEN HOWARD 
ABSTRACT 
Objective: In recent decades scientific advancements and improvements in treatment 
options have significantly reduced breast cancer mortality. Unfortunately, not all have 
experienced these improvements; there is a widening gap in mortality rates between 
Black and Non-Hispanic, White women. While race may be one factor in this disparity, 
the interactions between social, environmental, and economic circumstances and their 
differential impact across racial and ethnic groups invariably contribute to observed 
mortality differences. One such contributing factor is socio-legal concerns, which are 
most often experienced by patients at safety-net hospitals. Socio-legal concerns have the 
potential to become barriers to care and impact the receipt of timely care. Socio-legal 
barriers are defined as basic life needs that if not met, may negatively impact one’s health 
and may be addressed by legal intervention. Understanding the burden of socio-legal 
concerns in at-risk populations is necessary in order to address these barriers in care. To 
date, systematic assessment of socio-legal concerns among newly diagnosed breast 
cancer patients has not been well documented.  
Methods: We conducted a secondary analysis of I-HELP survey data collected for 
Project SUPPORT, an RCT comparative effectiveness study that compared standard 
navigation to legally enhanced navigation at Boston Medical Center. The survey, 
administered in English, Spanish or Haitian Creole by trained Research Assistants at 
	
	 v 
baseline, 3 and 6 months, systematically assessed participants socio-legal concerns within 
four categories: Employment, Disability Benefits, Housing and Utilities and Personal and 
Family Stability. Demographic information was extracted from participants’ electronic 
medical records, supplemented by surveys on health literacy and employment. Means, 
medians, frequencies and percentages were used to describe and quantify the type, burden 
and change in concern at each follow-up point. T-tests and Fischer exact tests were used 
to evaluate differences in socio-demographic characteristics on the presence, type and 
trends in concerns.  
Results: Overall 262 breast cancer patients enrolled in Project SUPPORT and completed 
the baseline I-HELP survey. The racial distribution of the participants reflects the diverse 
population served by Boston Medical Center with the majority of the participants (n=200, 
76%) being non-white. Overall, 77% (201/262) of participants reported 1 or more 
concerns across all categories with 44% (115/262) reporting 3 or more concerns. Among 
the four categories of concern, the most frequently reported concern related to housing 
concerns with 61% (161/262) reporting at least one housing concern. Participants most 
likely to express any concern are 50 years old or younger, non-English speaking and 
employed. For the majority of participants, the burden of concern remained constant or 
increased during the first 6-months of treatment. Non-white women were most likely to 
experience a persistent concern over the first six months.  
Conclusion: Our findings confirmed that the majority of breast cancer patients 
experience some kind of socio-legal concern at the time of diagnosis. Our findings 
suggest that socio-legal concerns persist throughout the course of treatment. These 
	
	 vi 
findings emphasize the continued need for systematic assessment during cancer treatment 
and the need for collaboration between the medical and legal sectors in cancer care 
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Racial disparities in breast cancer incidence and mortality rates 
The United States has seen significant decreases in breast cancer mortality in 
recent decades, with much of the decrease due to scientific advances and improvements 
in treatment options. Mortality rates of 33.1 per 100,000 in 1990 declined to 20 per 
100,000 by 2016 1. Unfortunately, not all groups of women have experienced these 
mortality gains equally. Notably, there is a widening gap in mortality rates between Black 
and Non-Hispanic White women,2 although the issue goes beyond biological racial 
differences. While race may be one factor in this disparity, the interactions between 
social, environmental, and economic circumstances and their differential impact across 
racial and ethnic groups invariably contribute to observed mortality differences3–6.  
Reason for racial disparity in incidence and mortality 
An interplay of multiple factors impact breast cancer incidence and mortality. 
There is evidence to suggest tumor biology and individual genomics may have some 
influence on the racial disparity7. At the time of diagnosis, Non-Hispanic Black women 
have disproportionately more aggressive tumors. There is a higher incidence of triple-
negative breast cancer subtype among Non-Hispanic Black women, possibly leading to a 
poorer prognosis, but it is likely that this characteristic only partially contributes to poorer 
outcomes8. The prevalence of the BRCA gene in the diverse population of Non-Hispanic 
Black women continues to be examined in an attempt to understand the burden of 
genetically-driven cancers on various races7,9–12. While these findings indicate biology 
and genetics contribute to mortality differences across racial and ethnic groups, other 
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contributing factors, including those amenable to non-medical interventions, are equally 
important. There is a large pool of evidence supporting the importance of timely, quality 
cancer care delivery across the full spectrum of care and its impacts on mortality13–15. 
Delays in screening, diagnosis and treatment result from both patient and provider factors 
and may ultimately lead to suboptimal outcomes. Factors such as insurance type, cancer 
stage and facility type have been associated with delays in treatment16. Minority groups 
disproportionately experience delays in care at each step of breast cancer care including 
detection, diagnosis and treatment13,17.  
Delays in timeliness of cancer care related to social determinants 
Multiple factors contribute to patients experiencing delays in cancer care. Social 
Determinants of Health (SDOH) may be a contributor to unmet, non-medical needs that 
could have damaging health effects18. Highlighted by the Healthy People 2020 Goals, 
SDOH are the circumstances and institutions into which people are born, grow up in, live 
and work that have a bearing on an individual’s health status19. Specific SDOH include 
an individual’s income, education or employment options, geographic location or 
available transportation, community or familial support networks, and public safety or 
exposure to crime20. Education level may impact an individuals’ employment status and 
income, therefore influencing decisions regarding medical treatments based on cost6,21,22. 
Access to health centers and keeping scheduled appointments is determined by an 
individual’s location and safety of their neighborhood23–25. When dealing with a difficult 
diagnosis, like cancer, availability of community and familial support networks may 
impact an individual’s willingness to undergo and adhere to treatment26–28. The interplay 
	
3 
of these factors may facilitate or impede engagement in care. Cumulative burden of 
barriers arising from one’s SDOH may cause delays in treatment and consequently, an 
increase in mortality4–6.  
Increasing emphasis on SDOH screening in healthcare delivery 
It is thought that by gathering SDOH data, patients at risk to experience unmet 
social needs can be identified and their needs addressed through referrals, care 
coordination and improved access to services29–31. Screening for SDOH is one possible 
approach to identify those most at risk for experiencing delays in cancer care19–21.The 
theory supporting implementation of SDOH screening promotes identification of  
vulnerable individuals most likely to experience barriers to care so that resources to 
prevent adverse treatment outcomes may be provided29. Given preliminary evidence that 
suggests value in screening for SDOH, there has been a movement to implement 
screening tools to identify specific SDOH in many health care settings, including cancer 
care units.  
Various types of screening tools designed for particular health care settings have 
been created and implemented.  Individual departments and hospitals, as well as state and 
national public health insurance plans have participated in the development of screening 
instruments, all with the goal of identifying patient’s SDOH 18,31–33. Once data has been 
collected however, strategies that effectively utilize this information remain unclear. 
There has been an emphasis to integrate this information into a patient’s electronic health 
record with the use of Z codes in ICD-1034. Even with integration of this information, 
there is no established standard for connecting at-risk patients with the appropriate 
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supports and services. Without guidance on utilization of information gathered from the 
screening tools, medical professionals may struggle to address these concerns35,36.  
Introduction of socio-legal concerns 
Collaboration between the legal, political and economic sectors with the public 
health system are a means to understand and address needs identified by SDOH 
screening. One specific set of SDOH screening domains that brings these sectors together 
is the identification of socio-legal concerns. These types of self-reported concerns have 
the potential to become barriers to care and impact the receipt of timely care. Socio-legal 
barriers are defined as basic life needs that if not met, may negatively impact one’s health 
and may be addressed by legal intervention. Established and supported by the Medical-
legal partnership (MLP) is one of many approaches utilizing the legal sector to improve 
the public’s health. Initially formed in the Pediatric Department at Boston Medical 
Center, the MLP has grown into a national organization that promotes integration of legal 
advocacy within a clinical team to address patient’s social needs through legal 
services37,38. Currently based out of the Milken Institute School of Public Health at 
George Washington University, the MLP has partnered with 180 hospitals nationwide in 
various departments38(p). MLP services have been shown to be effective in addressing the 
socio-legal concerns identified by the SDOH screening tools39–41. Despite the growing 
evidence of the effectiveness of this partnership model, the need for better understanding 
of the type and burden of socio-legal needs of patients in order to appropriately mitigate 
these issues still remains39,42,43. It is still not fully understood how to effectively utilize 
this data to improve patient outcomes34,37,44. As an essential preliminary step, it is 
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necessary to understand precisely what these individual socio-legal concerns are and the 
level of burden of these barriers experienced by patients. Overcoming this knowledge gap 
is necessary to inform appropriate interventions that may be implemented to ameliorate 
these burdens and halt growing disparities.  
Characterizing socio-legal concerns 
More information on the socio-legal barriers will improve the utilization of data 
gathered by these screening tools and train clinicians and legal advocates to address 
patients’ barriers to care. Patients at urban, safety net hospitals in part because they 
experience higher rates of unfavorable SDOH are most susceptible to experiencing socio-
legal barriers to health care45. Due to the nature of cancer treatment, including expense, 
potential for debilitating side effects, and multiple follow-up appointments, cancer 
patients are especially vulnerable to experiencing socio-legal barriers46,47. Quantifying 
and describing the barriers identified by breast cancer patients most likely to experience 
delays in care has the potential to inform interventions aimed at reducing further delays. 
Despite its potential to improve mortality outcomes, there exists little data on the barriers 
that breast cancer patients are likely to experience throughout their cancer journey. For 
the first time, this study aims to systematically examine what concerns newly diagnosed 
breast cancer patients face, who is most likely to experience these concerns, and how 





a. Study Overview 
We conducted a secondary analysis of data from Project SUPPORT (Socio-legal 
Services for Underserved Populations through Patient Navigation to Optimize Resources 
during Treatment). This study was approved by the Boston University Institutional 
Review Board and received funding from the American Cancer Society, Inc. (ACS) and 
Patient-Centered Outcomes Research Institute (PCORI). From 2014 through 2017, 
Project SUPPORT, a randomized control trial at Boston Medical Center (BMC), 
compared standard patient navigation to a navigation intervention supported by legal 
advocacy to address patient-reported socio-legal barriers over the first year of breast 
cancer treatment. The specific aims of this study were to compare the impact of standard 
of care patient navigation services with patient navigation enhanced by legal support on 
patient-reported and clinically relevant outcomes. The project collected patient reported 
psychosocial outcomes, socio-legal concerns and clinical outcomes. In this secondary 
analysis of Project SUPPORT, we utilized data collected on the socio-legal concerns to 
care to address the following specific aims:  
Aim 1: Define the type and frequency of socio-legal concerns reported by breast 
cancer patients at the time of diagnosis; 
Aim 2: Examine socio-demographic factors associated with the type and frequency of 
socio-legal concerns among newly-diagnosed breast cancer patients; 
Aim 3: Describe the trends in the type and frequency of socio-legal concerns reported 
across the first six months of breast cancer treatment. 
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b. Study Setting 
Project SUPPORT was conducted at Boston Medical Center (BMC), the largest 
safety-net medical center in New England. BMC was selected as the study site because it 
serves a diverse, low-income population that is consistent with patient populations of 
other safety-net hospitals in the US.  
c. Participants 
Inclusion criteria for Project SUPPORT46 were patients aged 18 and older with newly 
diagnosed breast or non-small cell lung cancer, and who spoke English, Spanish or 
Haitian Creole. Patients were deemed ineligible if more than 30 days had elapsed since 
the date of cancer diagnosis, the patient had a history of any other cancer in the past 5 
years, or if the patient had cognitive impairment. Data on only breast cancer patients were 
included in the analysis reported here.  
d. Data Sources 
Electronic Medical Record 
Demographic information came from each participant’s electronic medical record. 
This information included age, race, primary spoken language, health insurance status 
and cancer stage at diagnosis. Age was summarized as a continuous measure using 
means, medians and ranges as well as a categorical variable with 3 levels: less than 50 
years, 50-65 years and 65+ years. Health insurance status was dichotomized into public 
and private insurance. Public insurance included those enrolled in Medicaid, Medicare or 
uninsured, private insurance included all other insurance types. Other categorical 
demographic factors included race [white, Hispanic, black, other], primary language 
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[English, Spanish, Haitian/Creole] and cancer stage [0, 1, 2, 3, 4, missing].  
Patient Surveys 
 I-HELP Survey 
All enrolled Project SUPPORT participants completed a 25-item survey, the I-HELP 
Survey at baseline, 3, 6 and 12-months following initial BC diagnosis. The “I-HELP” 
mnemonic stands for: Income, Housing, Education, Legal Status, Literacy and Personal 
Safety. The mnemonic initially was designed to aid lawyers, staff, and pediatric residents 
at Boston Medical Center and Boston University School of Medicine recall social history 
questions. The I-HELP survey used in Project SUPPORT identified participants concerns 
regarding four categories: Employment, Disability Benefits, Housing and Utilities and 
Personal and Family Stability. Each category had a varying number of questions, all 
beginning with the prompt: In the last month, have you been concerned about the 
following… 
Employment (5 questions) 
1. Needing time off work for medical care? 
2. Not being able to do your job the same way because of your health?  
3. Losing your job? 
4. Applying for unemployment? 
5. Rejection of an application you already made for unemployment? 
Disability Benefits (3 questions) 
1. Applying for disability benefits through work? 
2. Applying for disability benefits from the government? 
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3. Rejection of an application you already made for disability? 
Housing & Utilities (6 questions) 
1. Poor maintenance of your housing 
2. Being able to afford your housing? 
3. Being evicted or foreclosed on? 
4. The safety of your neighborhood? 
5. Discrimination in your housing situation? 
6. Disconnection of your heat, electricity, water or phone? 
Personal & Family Stability (1 question) 
1. Are you concerned about the care of children or people with disabilities for whom 
you are currently responsible?  
 
Brief Health Literacy Screen 
Health literacy was measured by the Brief Health Literacy Screen (BHLS), which 
categorized participants’ responses into adequate, marginal or inadequate health literacy. 
It is comprised of four-items on a five-point scale and read aloud to patients. Responses 
to the four-items were summed with scores ranging from 2 to 20 with a higher score 
indicating greater health literacy. Response scores of 2–12 were categorized as 
inadequate, 13–16 were marginal and 17–20 indicated adequate health literacy48.  
 Employment Status 
Employment status data was collected by survey and for this analysis. Participant’s 
responses were separated into employed [employed for wages, self-employed] or 
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unemployed [out of work for 1 year or more, out of work for less than a year, a house 
maker, a student, retired, unable to work]. 
e. Data Collection 
A research assistant contacted study participants and administered the survey at 
baseline (within 30 days of initial diagnosis) and again at 3 months, 6 months and 12 
months from date of diagnosis. Trained research assistants administered the I-HELP 
survey items to all participants verbally (in person or via telephone). The survey was 
administered again either in person or over the phone at the 3-month, 6-month and 12-
month follow-up. For each question, participants were provided the option to respond, 
“Yes”, “No”, or “N/A”. Using REDCap, a secure web application, the research assistant 
recorded and entered the data and subsequently encoded the data using a unique study ID 
for each participant.   
f. Analytical Plan 
We conducted several comparisons to define an appropriate analytic cohort. First, we 
compared the two arms of the parent study  (patient navigation enhanced by legal 
advocacy versus standard patient navigation). There were no significant differences 
among socio-demographic characteristics or the main clinical outcome.  Consequently, 
for this descriptive study, we combined all participants into one group for analyses. 
Second, 11 participants had partial or complete missing I-HELP data at baseline. We 
examined differences in these 11 compared to those with complete data and found no 
significant differences. Therefore, the analyses for Aims 1 and 2 included a total of 262 
participants. The analysis for Aim 3 only included participants that had complete data at 
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baseline, 3-month and 6-month follow-up. This was 85% (n=222) of the sample used for 
Aims 1 and 2. We compared the socio-demographic characteristics of this cohort (n=222) 
to the total sample (n=262). The only significant difference among those with missing 
versus complete data was the distribution of cancer stage. This is likely due to the small 
number of participants with advanced cancer stage.  
 To describe the quantity and type of I-HELP survey socio-legal concerns at 
baseline, defined as within 30 days of breast cancer diagnosis (Aim 1), we summarized 
continuous and categorical characteristics using means and medians, and frequencies and 
percentages. 
Aim 2 examined socio-demographic factors associated with the type and 
frequency of socio-legal concerns. These categorical variables, including age, race, 
primary language, health insurance, health literacy, cancer stage and employment status, 
were summarized using frequencies and percentages. T-tests and Chi-Square tests with 
Fischer exact specifications for small sample sizes were used to evaluate differences in 
socio-demographic characteristics on the presence and type of concern.  
Finally, among a cohort of women with complete socio-legal data at baseline, 3 
months, and 6 months, we examined the data for trends in the type and frequency of 
socio-legal concerns reported across these time points. Means, medians, frequencies and 
percentages were used to describe and quantify the type and change in numbers of 
reported concern at each follow-up point. We created a measure to classify participants 
into three categories representing changes in the number of concerns over time. 
Participants who had an overall increase in number of concerns between baseline and 6 
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months were classified as increasing, those with the same number of concerns were 
classified as constant and those with fewer concerns at 6 months were classified as 
decreasing. Using the same socio-demographic characteristics as Aim 2, we used t-tests 
and Chi-square tests to evaluate differences in socio-demographic characteristics on 







Table 1 contains a summary of the baseline demographics of all enrolled breast 
cancer patients. Overall, 262 breast cancer patients enrolled in Project SUPPORT and 
completed the baseline I-HELP survey. The mean age of participants was 54.9 years with 
approximately one-half between 50 and 65 years old (n=133, 51%). The racial 
distribution of the participants reflects the diverse population served by Boston Medical 
Center with the majority of the participants (n=200, 76%) being non-white. The largest 
racial or ethnic group was black (n=129, 49%) followed by white (n= 62, 24%) and 
Hispanic (n=61, 23%). The ‘other’ category was a very small percentage that included 
those who did not identify with White, Hispanic or Black racial or ethnic groups. A third 
of the participants (n=86) reported non-English as their primary language, with 22% 
Spanish and 11% Haitian/Creole, consistent with our inclusion criteria. The majority 
(n=194, 74%) had only a public source of health insurance and the remaining with private 
insurance. There was an equal distribution across the range of health literacy levels, with 
31% scoring inadequate, 34% marginal and 35% adequate health literacy. Most of the 
study population was diagnosed at an early disease stage, with 82% (n=216) having a 
cancer stage 0-2.  More than half (60%) of the participants reported they were 
unemployed.  Table 1 also demonstrates that there were no significant differences in any 
demographic characteristic between women assigned to the intervention versus control 












Age, years    0.3495 
 Mean (sd) 54.9 ± 12.0 56.2 ± 11.8 55.6 ± 11.9  
 Median 54.0 (48.0, 
62.0) 
54.0 (49.0, 64.0) 54.0 (48.0, 
63.0) 
 Min – Max 25.0 - 88.0 33.0 - 90.0 25.0 - 90.0 
 Under 50 39 (31%) 37 (27%) 76 (29%) 0.7742 
 50-65 63 (50%) 70 (52%) 133 (51%)  
 65+ 24 (19%) 29 (21%) 53 (20%) 
Race    0.8352 
 White 30 (24%) 32 (24%) 62 (24%)  
 Hispanic 32 (25%) 29 (21%) 61 (23%) 
 Black 60 (48%) 69 (51%) 129 (49%) 
 Other 4 (3%) 6 (4%) 10 (4%) 
Primary Language    0.0750 
 English 76 (60%) 100 (73%) 176 (67%)  
 Spanish 33 (26%) 24 (18%) 57 (22%) 
 Haitian/Creole 17 (14%) 12 (9%) 29 (11%) 
Health Insurance    0.9331 
 Public 93 (74%) 101 (74%) 194 (74%)  
 Private 33 (26%) 35 (26%) 68 (26%) 
Health Literacy    0.6170 
 Inadequate 39 (31%) 37 (27%) 76 (29%)  
 Marginal 43 (34%) 43 (32%) 86 (33%) 
 Adequate 44 (35%) 55 (41%) 99 (38%) 
Cancer Stage    0.4867 
 0 24 (19%) 24 (18%) 48 (18%)  
 1 52 (41%) 55 (40%) 107 (41%) 
 2 31 (24%) 30 (22%) 61 (23%) 
 3 2 (2%) 5 (4%) 7 (3%) 
 4 10 (8%) 7 (5%) 17 (7%) 
 Missing  7 (6%) 15 (11.0%) 22 (8%) 
Employment status    0.0849 
 Employed 51 (40%) 69 (51%) 120 (46%)  






Aim 1 Results 
The first aim was to define the type and frequency of socio-legal concerns reported in an 
urban population of breast cancer patients at the time of diagnosis. 
	
 
Figure 1. Number of Project SUPPORT participants with 0, 1, 2, or 3+ concerns at 
Baseline (n=262) 
 
Figure 1 summarizes the number of concerns that each participant reported at 
baseline, followed by the number of concerns across the different I-HELP categories. 
Overall, 77% (201/262) of participants reported 1 or more concerns across all categories 
with 44% (115/262) reporting 3 or more concerns. Among the four categories of concern 
assessed, housing was the most common concerns with 61% (161/262) reporting at least 
one housing concern. Employment concerns were the second most common concerns, 
with 38% (100/262) disclosing at least one employment concern. For both the disability 
Any Housing Employment Disability Family
0 61 101 162 204 205
1 44 61 35 24 57
2 42 47 24 26





















and family categories, over three-quarters of participants reported no concerns. 
 
Table 2 displays participant response frequencies for each item of the IHELP 
survey, organized by the frequency of concern. 
Table 2. Frequency of I-HELP Concerns by type among newly diagnosed breast 
cancer patients at baseline (N=262) 
Concern Type Baseline (n)  
Housing    
 Poor maintenance of your housing 76  
 Being able to afford your housing 121  
 Being evicted or foreclosed on 48  
 The safety of your neighborhood 42  
 Discrimination in your housing situation 19  
 Disconnection of your heat, electricity, water, or phone 53  
Number of Women with Housing Concerns 161 
Employment   
 
 Needing time off work for medical care 68 
 Not being about to do your job the same way because of your health 65 
 Losing your job 49 
 Applying for unemployment 36 
 Rejection of an application you already made for unemployment 11 
Number of Women with Employment concerns 100 
Disability   
 
 Applying for disability benefits through work 32 
 Applying for disability benefits from the government 49 
 Rejection of an application you already made for disability 19 
Number of Women with Disability concerns 58 
Family   
  Care of children or people with disabilities for whom you are currently responsible 57 





The most frequently reported housing-specific concern was “being able to afford 
your housing,” with 121 participants reporting this concern. The most common 
employment concern was “needing time off for medical care” (n=68). There were 58 
participants that expressed disability concerns with the majority concerned about 
“applying for disability benefits from the government” (n=49). Fifty-seven participants 
reported a positive response to the one question in the family category, “care of children 
or people with disabilities for whom you are currently responsible”.  
Aim 2 Results: 
Aim 2 examined the socio-demographic factors associated with the type and 
frequency of socio-legal concerns within an urban population of newly diagnosed breast 
cancer patients. Table 3 summarizes the socio-demographic characteristics of the 
participants by the frequency of positive responses to any items within the IHELP survey.
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Table 3. Socio-demographic characteristics by frequency of IHELP concerns for all 
breast cancer participants at baseline  






Total (n=262) p-value 
Age, years      0.0081 
 Under 50 13 (21.3%) 10 (22.7%) 13 (31.0%) 40 (34.8%) 76 (29.0%) 
  50-65 28 (45.9%) 21 (47.7%) 20 (47.6%) 64 (55.7%) 133 (50.8%) 
 >65 20 (32.8%) 13 (29.5%) 9 (21.4%) 11 (9.6%) 53 (20.2%) 
Race      0.7159 
 White 15 (24.6%) 13 (29.5%) 10 (23.8%) 24 (20.9%) 62 (23.7%) 
 
 Hispanic 14 (23.0%) 5 (11.4%) 10 (23.8%) 32 (27.8%) 61 (23.3%) 
 Black 30 (49.2%) 23 (52.3%) 21 (50.0%) 55 (47.8%) 129 (49.2%) 
 Other 2 (3.3%) 3 (6.8%) 1 (2.4%) 4 (3.5%) 10 (3.8%) 
Primary Language      0.0009 
 English 35 (57.4%) 35 (79.5%) 24 (57.1%) 82 (71.3%) 176 (67.2%) 
  Spanish 14 (23.0%) 4 (9.1%) 9 (21.4%) 30 (26.1%) 57 (21.8%) 
 Haitian/Creole 12 (19.7%) 5 (11.4%) 9 (21.4%) 3 (2.6%) 29 (11.1%) 
Health Insurance      0.3448 
 Public 48 (78.7%) 28 (63.6%) 31 (73.8%) 87 (75.7%) 194 (74.0%) 
 
 Private 13 (21.3%) 16 (36.4%) 11 (26.2%) 28 (24.3%) 68 (26.0%) 
Health Literacy      0.8349 
 Inadequate 21 (34.4%) 9 (20.5%) 12 (28.6%) 34 (29.8%) 76 (29.1%) 
 
 Marginal 18 (29.5%) 17 (38.6%) 15 (35.7%) 36 (31.6%) 86 (33.0%) 
 Adequate 22 (36.1%) 18 (40.9%) 15 (35.7%) 44 (38.6%) 99 (37.9%)  
Cancer Stage      0.4240 
 0 7 (11.5%) 11 (25.0%) 8 (19.0%) 22 (19.1%) 48 (18.3%) 
 
 1 26 (42.6%) 14 (31.8%) 19 (45.2%) 48 (41.7%) 107 (40.8%) 
 2 19 (31.1%) 11 (25.0%) 8 (19.0%) 23 (20.0%) 61 (23.3%) 
 3 3 (4.9%) 0 (0.0%) 0 (0.0%) 4 (3.5%) 7 (2.7%) 
 4 1 (1.6%) 3 (6.8%) 5 (11.9%) 8 (7.0%) 17 (6.5%) 
 Missing 5 (8.2%) 5 (11.4%) 2 (4.8%) 10 (8.7%) 22 (8.4%) 
Employment      0.0007 
 Employed 18 (29.5%) 16 (36.4%) 18 (42.9%) 68 (59.6%) 120 (46.0%) 
 
 Unemployed 43 (70.5%) 28 (63.6%) 24 (57.1%) 46 (40.4%) 141 (54.0%) 
P-value from Chi-squared test  
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As Table 3 demonstrates, there were statistically significant differences in the distribution 
of number of legal concerns for age, primary language and employment status. 
Participants under 50 years expressed the greatest frequency of concerns with 63 of 76 
(83%) reporting one or more concern across all questions. Of the participants who 
reported English as a primary language, 80% reported 1 or more concern compared to 
75% of Spanish speaking and 58% of Haitian/Creole speaking participants. Employed 
participants reported a significantly greater frequency of concerns than those 
unemployed. Overall, 46% were employed, but among those that reported zero concerns 
only 30% were employed while the majority of participants (60%) with 3+ concerns were 
employed.  
A similar analysis also was completed summarizing the socio-demographic 
characteristics of participants by the frequency of positive responses within each I-HELP 
category (data not shown). For example, a participant in the “3+” concerns column would 
have positive responses in 3 different I-HELP categories, whereas a participant with 3 
positives responses in only one I-HELP category would be placed in the “1” concern 
column. In this analysis, the differences in age and employment status remained but there 
was no longer a difference in primary language.  
Since housing concerns were the most frequently reported concern among all 
participants, we examined the socio-demographic characteristics of participants that 
indicated any type of housing concern. The socio-demographic characteristics of 
participants that indicated a housing concern compared to those who did not are 
summarized in Table 4. 
	
 20 
Table 4. Socio-demographic characteristics by housing concerns at baseline (n=262) 
 Housing p-value 
 Yes (n =161) No (n=101) 
Age, years   0.1778 
 Under 50 53 (32.9%) 23 (22.8%)  
 50-65 79 (49.1%) 54 (53.5%) 
 65+ 29 (18.0%) 24 (23.8%) 
Race   0.0526 
 White 31 (19.3%) 31 (30.7%)  
 Hispanic 45 (28.0%) 16 (15.8%) 
 Black 78 (48.4%) 51 (50.5%) 
 Other 7 (4.3%) 3 (3.0%) 
Primary Language   0.0138 
 English 107 (66.5%) 69 (68.3%)  
 Spanish 42 (26.1%) 15 (14.9%) 
 Haitian/Creole 12 (7.5%) 17 (16.8%) 
Health Insurance   0.0494 
 Public 126 (78.3%) 68 (67.3%)  
 Private 35 (21.7%) 33 (32.7%) 
Health Literacy   0.1660 
 Inadequate 49 (30.4%) 27 (27.0%)  
 Marginal 58 (36.0%) 28 (28.0%) 
 Adequate 54 (33.5%) 45 (45.0%) 
Cancer Stage   0.3906 
 0 32 (19.9%) 16 (15.8%)  
 1 63 (39.1%) 44 (43.6%) 
 2 36 (22.4%) 25 (24.8%) 
 3 3 (1.9%) 4 (4.0%) 
 4 14 (8.7%) 3 (3.0%) 
 Missing 13 (8.1%) 9 (8.9%) 
Employment Status   0.8029 
 Employed 75 (46.6%) 45 (45.0%)  
 Unemployed 86 (53.4%) 55 (55.0%) 
 
We observed significant differences in those who reported housing concerns by 
primary language and health insurance categories relative to those who had no housing 
concerns. Participants who were Spanish speaking and on public health insurance were 
more likely to report housing concerns, compared with English or Haitian Creole 
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speaking and those on private insurance, respectively. We also completed a similar 
comparison among those participants that indicated a disability and family concern and 
found no significant differences in socio-demographic characteristics among those who 
reported concerns and those who did not.  
To explore whether specific housing items varied across socio-demographic 





Table 5. Associations between Socio-demographics and the 3 most prevalent housing concerns at baseline (n=262) 
 
Being able to afford  
your housing p-value 
Being evicted or  
foreclosed on p-value 
Disconnection of heat, 
electricity, water or phone p-
value Yes (n=121) No (n=141) Yes (n=48) No (n=214) Yes (n=53) No (n=209) 
Age, years   0.0013   0.1291   0.1809 
 Under 50 47 (38.8%) 29 (20.6%) 
 
19 (39.6%) 57 (26.6%) 
 
16 (30.2%) 60 (28.7%) 
  50-65 58 (47.9%) 75 (53.2%) 23 (47.9%) 110 (51.4%) 31 (58.5%) 102 (48.8%) 
 65+ 16 (13.2%) 37 (26.2%) 6 (12.5%) 47 (22.0%) 6 (11.3%) 47 (22.5%) 
Race   0.0692   0.4355   0.6272 
 White 24 (19.8%) 38 (27.0%) 
 
7 (14.6%) 55 (25.7%) 
 
10 (18.9%) 52 (24.9%) 
 
 Hispanic 37 (30.6%) 24 (17.0%) 12 (25.0%) 49 (22.9%) 13 (24.5%) 48 (23.0%) 
 Black 56 (46.3%) 73 (51.8%) 27 (56.3%) 102 (47.7%) 29 (54.7%) 100 (47.8%) 
 Other 4 (3.3%) 6 (4.3%) 2 (4.2%) 8 (3.7%) 1 (1.9%) 9 (4.3%) 
Primary Language   0.029   0.1343   0.8155 
 English 78 (64.5%) 98 (69.5%) 
 
32 (66.7%) 144 (67.3%) 
 
35 (66.0%) 141 (67.5%) 
  Spanish 34 (28.1%) 23 (16.3%) 14 (29.2%) 43 (20.1%) 13 (24.5%) 44 (21.1%) 
 Haitian/Creole 9 (7.4%) 20 (14.2%) 2 (4.2%) 27 (12.6%) 5 (9.4%) 24 (11.5%) 
Health Insurance   0.3358   0.1044   0.0065 
 Public 93 (76.9%) 101 (71.6%) 
 
40 (83.3%) 154 (72.0%) 
 
47 (88.7%) 147 (70.3%) 
 
 Private 28 (23.1%) 40 (28.4%) 8 (16.7%) 60 (28.0%) 6 (11.3%) 62 (29.7%) 
Health Literacy   0.4514   0.9972   0.4380 
 Inadequate 41 (33.9%) 58 (41.4%) 
 
18 (37.5%) 81 (38.0%) 
 
17 (32.1%) 82 (39.4%) 
  Marginal 38 (31.4%) 38 (27.1%) 14 (29.2%) 62 (29.1%) 19 (35.8%) 57 (27.4%) 
 Adequate 42 (34.7%) 44 (31.4%) 16 (33.3%) 70 (32.9%) 17 (32.1%) 69 (33.2%) 
Employment Status   0.0196   0.1139   0.6728 
 Employed 65 (53.7%) 55 (39.3%) 
 
27 (56.3%) 93 (43.7%) 
 
23 (43.4%) 97 (46.6%) 
 




30 (56.6%) 111 (53.4%) 
	
 23 
As this table shows, there were no consistent socio-demographic associations 
found across these three questions For the most common concern, “being able to afford 
your housing,” participants that were under 50, reported Spanish as their primary 
language and were employed were more likely to express this concern. For the next 
concern of “being evicted or foreclosed on,” the only significant finding was among 
cancer stage with participants with advanced cancer stage most likely to report this 
concern (data not shown). This finding, however, is likely misleading due to the small 
number of participants with advanced cancer stage, and therefore cancer stage was 
omitted from the table. The last concern of “disconnection of heat, electricity, water or 
phone,” demonstrated only one significant difference. Those with public insurance were 
more likely to report this concern relative to those with private insurance. 
 Next we examined the socio-demographic characteristics of participants who 
reported employment concerns versus those who did not. Employment was the second 
most frequently reported concern. Therefore, we further analyzed who was most likely to 




Table 6. Socio-demographic characteristics of all breast cancer participants by 




Yes (n=100) No (n=162) 
Age, years   <.0001 
 Under 50 41 (41.0%) 35 (21.6%) 
  50–65 57 (57.0%) 76 (46.9%) 
 65+ 2 (2.0%) 51 (31.5%) 
Race   0.8305 
 White 24 (24.0%) 38 (23.5%) 
 
 Hispanic 26 (26.0%) 35 (21.6%) 
 Black 46 (46.0%) 83 (51.2%) 
 Other 4 (4.0%) 6 (3.7%) 
Primary Language   0.1153 
 English 70 (70.0%) 106 (65.4%) 
  Spanish 24 (24.0%) 33 (20.4%) 
 Haitian/Creole 6 (6.0%) 23 (14.2%) 
Health Insurance   <0.0001 
 Public 57 (57.0%) 137 (84.6%) 
 
 Private 43 (43.0%) 25 (15.4%) 
Health Literacy   0.0387 
 Inadequate 21 (21.2%) 55 (34.0%) 
  Marginal 32 (32.3%) 54 (33.3%) 
 Adequate 46 (46.5%) 53 (32.7%) 
Cancer Stage   0.778 
 0 20 (20.0%) 28 (17.3%) 
 
 1 42 (42.0%) 65 (40.1%) 
 2 19 (19.0%) 42 (25.9%) 
 3 2 (2.0%) 5 (3.1%) 
 4 8 (8.0%) 9 (5.6%) 
 Missing 9 (9.0%) 13 (8.0%) 
Employment Status   <0.0001 
 Employed 88 (88.9%) 32 (19.8%) 
 
 Unemployed 11 (11.1%) 130 (80.2%) 
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There were significant differences in the age, health insurance, health literacy and 
employment status categories for those with and without an employment concern. 
Participants with employment concerns were significantly more likely to be under age 50, 
on private insurance with adequate health literacy and employed, compared to those who 
did not report employment concerns. There were 11 unemployed participants who 
expressed employment concerns. The type of employment concerns of these 11 
participants were further examined. Specific responses of these 11 unemployed 
participants included “needing time off from work for medical care” (n=6), “not being 
able to do your job in the same way because of your health” (n=7), and “applying for 
unemployment” (n=8).  
 
Aim 3 Results: 
For our final aim, we examined the change in type and frequency of concerns 
through the first 6-months of treatment, specifically at baseline, 3 and 6 months after 
diagnosis. For this analysis the cohort used included only participants for whom we had 




Figure 2. Type of reported I-HELP Concerns in Breast cancer patients at baseline, 3 and 
6 months (n=222). 
 
Figure 2 summarizes the trends in type of reported I-HELP concerns over the six 
months of treatment. Overall, the total number of concerns, as well as the total number of 
women with concerns decreased over the first six months following initial diagnosis. The 
total number of reported Employment, Housing and Family concerns decreased at each 
subsequent time interval. Reported Disability concerns was the only category that did not 
decrease between baseline and three months, with reported concerns increasing overall 
from 53 to 64. At the 6-month follow-up, total Disability concerns decreased to 60 
concerns but remained higher than the number reported at baseline.  
Table 7 summarizes the frequency of breast cancer participants’ concerns at baseline, 
three and six-month follow-up.  









Baseline 142 90 53 48 333 175
3-month 132 75 64 38 309 160






















Table 7. Frequency of breast cancer participants with 0, 1, 2, 3 or more I-
HELP Concerns at baseline 3, and 6 months (N=222) 
Number of Concerns  Baseline 
 n (%) 
3 months 
 n (%) 
6 months 
 n (%) 
Zero 47 (21.2%) 62 (27.9%) 67 (30.2%) 
    
One  38 (17.1%) 39 (17.6%) 33 (14.9%) 
    
Two 35 (15.8%) 23 (10.4%) 32 (14.4%) 
    
Three or more 102 (45.9%) 98 (44.1%) 90 (40.5%) 
Total 222 222 222 
Per person    
Mean ± sd 3.0 ± 2.9  2.6 ± 2.6  2.6 ± 2.9  
Median 2 (1, 4) 2 (0, 4) 2 (0, 4) 
Min - Max 0 – 15 0 – 11	 0 – 15	
 
Overall the mean number of concerns at baseline per participant was 3.0 and 
decreased to 2.6 at three and six months. The median number of concerns was 2, and was 
stable through the first six months of treatment. At each data collection point, the 
majority of participants reported one or more concern with 79% having 1+ concerns at 
baseline (n=175), 72% (n=160) at three months and 70% (n=155) at six months. The 
number of women with 3 or more concerns was largest at baseline and decreased over 
time: 45.9% (n=102) reported 3+ concerns at baseline, 44.1% (n=98) at three months and 
40.5% (n=90) at six months. The number of women with three or more concerns 
decreased over this time period, while the number of women with zero concerns 
increased. 	
Table 8 compares the socio-demographic characteristics of participants with 




Table 8. Socio-demographic characteristics of breast cancer patients comparing 
those with increasing, constant or decreasing concerns between baseline and 6-
month follow-up (N=222) 







Age, years     0.973 
 Under 50 13 (29.5%) 33 (30.6%) 21 (30.0%) 67 (30.2%) 
  50-65 22 (50.0%) 55 (50.9%) 38 (54.3%) 115 (51.8%) 
 65+ 9 (20.5%) 20 (18.5%) 11 (15.7%) 40 (18.0%) 
Race     0.0212 
 White 3 (6.8%) 26 (24.1%) 22 (31.4%) 51 (23.0%) 
 
 Hispanic 12 (27.3%) 27 (25.0%) 15 (21.4%) 54 (24.3%) 
 Black 25 (56.8%) 54 (50.0%) 29 (41.4%) 108 (48.6%) 
 Other 4 (9.1%) 1 (0.9%) 4 (5.7%) 9 (4.1%) 
Primary Language     0.2814 
 English 26 (59.1%) 73 (67.6%) 53 (75.7%) 152 (68.5%) 
  Spanish 11 (25.0%) 26 (24.1%) 13 (18.6%) 50 (22.5%) 
 Haitian/Creole 7 (15.9%) 9 (8.3%) 4 (5.7%) 20 (9.0%) 
Health Insurance     0.2516 
 Public 34 (77.3%) 82 (75.9%) 46 (65.7%) 162 (73.0%) 
 
 Private 10 (22.7%) 26 (24.1%) 24 (34.3%) 60 (27.0%) 
Health Literacy     0.1761 
 Inadequate 12 (27.3%) 35 (32.4%) 14 (20.0%) 61 (27.5%) 
  Marginal 19 (43.2%) 32 (29.6%) 23 (32.9%) 74 (33.3%) 
 Adequate 13 (29.5%) 41 (38.0%) 33 (47.1%) 87 (39.2%) 
Cancer Stage     0.9562 
 0 10 (22.7%) 20 (18.5%) 13 (18.6%) 43 (19.4%) 
 
 1 15 (34.1%) 45 (41.7%) 32 (45.7%) 92 (41.4%) 
 2 12 (27.3%) 27 (25.0%) 15 (21.4%) 54 (24.3%) 
 3 1 (2.3%) 2 (1.9%) 3 (4.3%) 6 (2.7%) 
 4 4 (9.1%) 7 (6.5%) 3 (4.3%) 14 (6.3%) 
 Missing  2 (4.5%) 7 (6.5%) 4 (5.7%) 13 (5.9%) 
Employment status     0.1754 
 Employed 16 (36.4%) 51 (47.2%) 38 (54.3%) 105 (47.3%) 
 




Overall, almost half of participants had a constant level of concern with 49% 
(n=108) participants reporting stable number of concerns. Non-White participants were 
most likely to experience constant or increasing concerns at 72% (123/171). Meanwhile, 






Utilizing data from a randomized controlled comparative effectiveness clinical 
patient navigation trial, this study examined the socio-legal concerns of newly diagnosed 
breast cancer patients. This is the first known study to examine the burden of concerns 
throughout the first six months of cancer treatment among a vulnerable, urban patient 
population at a safety-net hospital. Overall, 77% of participants expressed some type of 
concern at the time of diagnosis, with the most frequent concerns being housing and 
employment. Patients who were most likely to express these concerns were 50 years of 
age or younger, non-English speaking and employed at the time of diagnosis. For the 
majority of participants, the burden of socio-legal concerns remained constant or 
increased during the first 6-months of treatment. Non-white women were most likely to 
experience persistent concerns over the first six months post-diagnosis.  
Our finding that a majority of cancer patients have socio-legal concerns is 
consistent with findings from other studies. In a prior study conducted at Boston Medical 
Center by Ko et al., the same percentage of participants (77%) expressed concern of one 
or more socio-legal need in the past month with housing and employment being the most 
frequent46. The Ko et al. study included patients seeking preventative care as well as 
active cancer treatment. The survey administered in the Ko, et al. study was based on the 
I-HELP mnemonic but included additional questions regarding income supports and legal 
status. Notably, income supports was found to be one of the most frequent concerns 
reported in that study. This outcome is similar to our finding that housing and 
employment are the most frequent concerns, but also suggests that the survey 
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administered in our study may have understated the burden of concern by not including 
questions regarding income supports. Consistent findings between these two local studies 
bolster existing evidence that many patients seeking cancer care at safety net medical 
centers experience socio-legal concerns.  
Results of studies conducted at other hospitals caring for underserved patients 
align with our study outcomes. A secondary analysis conducted by Ramachandran et al., 
of the Patient Navigation Research Project (PNRP) that included nine sites across the US, 
had similar findings in that three-quarter of breast cancer patients expressed socio-legal 
barriers to care49. Socio-legal barriers in PNRP were categorized into insurance, financial 
problems, housing, employment issues, childcare and adult care. These data were 
reported by navigators, rather than systematically by patient self-report. Despite the 
differences in the eliciting of socio-legal concerns and barriers in the Ramachandran et al. 
and Ko et al. study and our study, the consistent  prevalence of approximately 75% of 
participants reporting concerns suggest that the burden of these concerns is fairly stable 
among vulnerable cancer patient populations.  
Overall, our study found that within this safety net population, younger, non-
English speaking, employed women were most likely to report socio-legal concerns. 
However, we found few differences based on racial/ethnic or socioeconomic measures 
(like insurance status). This may reflect the fact that this study was conducted at a single, 
urban safety-net hospital, as other studies have found racial differences in barriers to care 
in nationally representative studies. As the largest safety net hospital in New England, 
Boston Medical Center services a population of underserved patients. In our study, black 
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women comprised about half (49%) of our study participants and 74% were publically 
insured. In a literature review of the social, economic and cultural factors that may 
contribute to disparities in breast cancer mortality, it was found that black women were 
most likely to experience barriers related to poverty which included facility access, health 
insurance, lack of information and competing survival priorities50. Similarly, in an 
analysis utilizing the National Cancer Data Base, it was found that Black, non-Hispanic 
women experienced significantly more institutional barriers to breast cancer care 
compared to White, non-Hispanic women51.  The larger scope of these analyses indicates 
that the lack of significant difference between races may be attributable to the study 
sample. 
Our study findings are consistent with another secondary analysis of PNRP 
conducted by Primeau et al., in that younger women are most likely to experience social 
service barriers during cancer treatment47. In the Primeau analysis, barriers were based on 
the I-HELP framework but were categorized into social service and other barriers. 
Despite the somewhat understated socio-demographic differences in those experiencing 
concerns, findings from the study by Primeau et al. emphasizes the burden on younger 
cancer patients47. This is consistent with evidence that younger, black women are most at 
risk to experience delays in treatment, and therefore poor outcomes. There is a significant 
amount of evidence that black women are at risk for experiencing delays between 
abnormal mammogram and follow up13,15–17,52. In particular young, black women are less 
likely to utilize genetic services than white women due to cost-related concerns and 
eduction53. The consistency between the findings in Primeau et al47 study in regards to 
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patient barriers and our study’s findings regarding patient concerns, indicates that patient-
reported concerns are likely indicative of actual rather than perceived barriers. This 
existing evidence along with our study findings indicates possible reasons for the 
continued mortality gap between black and white women with breast cancer. Further 
research in this area should focus on the best way to address these socio-legal barriers 
that younger, black women face during the screening process as well as at the time of 
breast cancer diagnosis.  
The I-HELP survey used in this study did not include questions directly about 
participants’ income. However many of the questions were related to income concerns, 
like affordable housing or job security. These questions indirectly assessed the impact of 
the out-of-pocket expenses during the course of treatment, termed financial toxicity54. In 
a study conducted at the University of Michigan by Beeler et al., among head and neck 
cancer patients, younger, lower median household income patients were most likely to 
experience financial toxicity as a result of cancer diagnosis and treatment55. Patients of 
low socio-economic status are most likely to report cost of treatment as a barrier to 
cancer care, however there is evidence that awareness of low cost options can improve 
patients adherence to screening and treatment56. The findings from our study highlight 
the concerns of a low-income population, in which employed participants were most 
likely to report a concern at baseline. With the evidence from our study regarding who is 
most likely to express these concerns and the impacts of financial toxicity found by 
Beeler et al.55, patient navigators can anticipate who is at risk for experiencing these 
concerns and provide at risk patients with appropriate resources in a timely manner.  
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This is the first study of its kind to look at socio-legal data longitudinally. Over 
the first six months of treatment, we found that the majority of participants had either the 
same amount or more concerns throughout their treatment journey, while only 32% (70 
of 222) reported decreasing concerns. These findings suggest many cancer patients 
experience concerns that are not being addressed in the first six months of treatment and 
indicate a need for systematically assessing and addressing needs over time. Many 
studies have observed the negative impact that baseline socio-demographic risk factors 
can have on cancer diagnosis, treatment and survivorship46,57–60. However, the work 
reported here demonstrates how these socio-demographic risk factors, in terms of socio-
legal concerns can change over the course of cancer treatment, further highlighting the 
need for assessing needs not only at baseline but also throughout the course of cancer 
treatment.  
Furthermore, we found that nonwhite participants were most likely to have 
increasing concerns. This suggests that through the course of cancer treatment, nonwhite 
women begin to experience concerns that were not present at the time of diagnosis. These 
cancer patients should be prioritized in terms of continued reassessment of socio-legal 
concerns throughout cancer treatment because they are most likely to have changing and 
increasing needs. By identifying socio-legal concerns, there is the possibility of removing 
barriers to care and reducing delays in treatment. The increasing evidence that Black 
women are most likely to experience delays in treatment and subsequently worse 
treatment outcomes highlights a potential area of intervention to prevent delays in care. 
Further understanding of who is most likely to have these needs and how these needs 
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change over time is needed before health care teams can anticipate and address needs 
prior to these needs negatively impacting treatment outcomes. 
Several limitations to this study are important to consider. Project SUPPORT was 
conducted at a single, safety net hospital. While the results of the study are consistent 
with other multi-site studies, the findings may not be generalizable to all patient 
populations. The survey used to determine participant’s socio-legal concerns was adapted 
from the I-HELP mnemonic and is not a validated survey. There was an imbalance with 
the number of questions in each category of concern, housing and employment having the 
most number of questions and family only having one question. This structure may have 
overstated the finding that housing and employment were the most frequent concerns 
since these categories had the most questions. For the third aim of the study, we did not 
analyze patient level data when examining trends in concerns. When we categorized 
participants as having increasing, constant or decreasing concerns it remains unclear if 
the concerns reported at baseline were resolved and others emerged or if the same 
concerns continued to be unaddressed. Despite the absence of patient-level data, there is 
evidence that unaddressed needs persist among the participants.  
Since Harold Freeman first implemented patient navigation in a study at Harlem 
Hospital City, similar programs have been introduced to improve the management of 
several chronic diseases61–64. In particular, because cancer care requires coordination of 
care between specialties, patient navigation programs have been implemented in the 
management of several types of cancer65–69. Due to variations in the needs of patients 
depending on the type or stage of cancer and a hospital’s patient population, the training 
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of patient navigators is somewhat variable70–72. The findings in this study provide 
evidence for the type and burden of concerns that patient navigators could potentially 
address. With the reported findings for burden of housing and employment concerns, 
training guidelines for patient navigators for breast cancer patients at urban, safety net 
hospitals should focus on how patient navigators can address these particular concerns.  
In conclusion, this secondary analysis of Project SUPPORT generated additional 
knowledge regarding the burden of socio-legal concerns in breast cancer patients at one, 
urban safety net hospital. Our findings confirmed the majority of breast cancer patients 
experience at least one socio-legal concern at the time of diagnosis. These findings 
emphasize the continued need for collaboration between the medical and legal sectors in 
the training and practice of medicine. Trends in socio-legal concerns suggest there is still 
a delay in addressing these issues with patients and there remains the need for screening 
patient’s socio-legal concerns throughout the course of treatment. For patient navigators, 
it is critical they receive appropriate training to address legal needs of patients, 
particularly those related to housing and employment. With the use of SDOH screening 
tools, patients most at risk for these concerns may be quickly identified and connected 
with resources, hopefully before these same concerns become barriers to care and delay 
treatment. The results reported here and current gaps in the literature point to the need for 
further research to better understand how the concerns change not only over the course of 
6-months from initial diagnosis, but through the entirety of cancer treatment and 
survivorship. Only through addressing breast cancer patient’s concerns over the course of 
treatment will disparities in delayed cancer care be ameliorated and the equity of care 
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APPENDIX A I-HELP Screening 
 
 
g:\whu12\funded projects\project support\study forms\patient centered outcomes forms\ihelp 2.03.14.doc                                             Page 1 of 2   
 
       
                   Project SUPPORT 
                                 I-HELP  V1       
STUDY ID __ __ __ __ 
Date form completed:  __  __  / __   __  / __   __   __   __         RA ID: __ __    
 
Collection time:     Baseline     3month      6month      12month       Other:_________    
 
Completed by:      RA:(1)=In-person  (2)=Telephone      Self-completed    
INSTRUCTIONS: 
 
○ For the following questions please circle only one answer. 
 
  In the last month, have you been concerned about the following…. 
 
 
SECTION A: EMPLOYMENT 
   
 1)...needing time off from work for medical care?             
       1. Yes                  2. No                  3. N/A       
 
 2)...not being able to do your job the same way because of your health?                            
       1. Yes                  2. No                  3. N/A         
 
 3)...Iosing your job?                
       1. Yes                  2. No                  3. N/A                        
 
 4)...applying for unemployment?                              
       1. Yes                  2. No                  3. N/A   
 
 
 5)...rejection of an application you already made for unemployment?       
       1. Yes                  2. No                  3. N/A   
 
                              
SECTION B: DISABILITY BENEFITS 
 
  
 6)...applying for disability benefits through work?                        
       1. Yes                  2. No                  3. N/A   
 
 
 7)... applying for disability benefits from the government?   
 
       1. Yes                  2. No                  3. N/A   
 
 
 8)...rejection of an application you already made for disability?  
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                     Project SUPPORT 
                               I-HELP V1       STUDY ID __ __ __ __ 
 
SECTION C: HOUSING & UTILITIES  
   
 9)...poor maintenance of your housing?                                                                                       
        1. Yes                 2. No                  3. N/A                 
 
 10)...being able to afford your housing?                      
         1. Yes                2. No                  3. N/A   
 
 
 11)...being evicted or foreclosed on?                                                                                           
         1. Yes                2. No                  3. N/A   
   
 12)...the safety of your neighborhood?    
                  
         1. Yes                2. No                 3. N/A    
 
 13)...discrimination in your housing situation?       
                                                                    
         1. Yes                2. No                 3. N/A  
 
 
 14)...disconnection of your heat, electricity, water, or phone?   
                                               
         1. Yes                2. No                 3. N/A                                                           
 SECTION D: PERSONAL & FAMILY STABILITY 
 
 
 15)...are you concerned about the care of children or people with disabilities for     
         whom you are currently responsible?      
        1. Yes                  2. No                  3. N/A         
                               
ADDITIONAL COMMENTS: 
    
      ________________________________________________________________ 
     
      ________________________________________________________________ 
 
      ________________________________________________________________ 
 
  
   Entered into RedCap? 1. Yes     2. No          Date entered:__ __ / __   __ / __   __   __   __ 





APPENDIX B Employment Screening 
  
Project SUPPORT 
Employment Questions v1 
STUDY ID __ __ __ __ 
 
Date form completed:  __  __  / __   __  / __   __   __   __         RA ID: __ __    
 
Collection time:     Baseline       Other:_________    
 
Completed by:     RA:(1)=In-person (2)=Telephone     Self-completed         
 
g:\whu12\funded projects\project support\study forms\patient centered outcomes forms\employment questions 02.03.14.docx  Page 1 of 2 
 
1. Are you currently…? 
 
1. Employed for wages 
2. Self-employed 
3. Out of work for 1 year or more 
4. Out of work less than a year 
5. A homemaker 
6. A student 
7. Retired 
8. Unable to work 
 
2. How would you describe your work arrangement in your main job? 
 
1. I work as an independent contractor, independent consultant, or freelance worker 
2. I am on-call, and work only when called to work 
3. I am paid by a temporary agency 
4. I work for a contractor who provides workers and services to others under contract 
5. I am a regular, permanent employee (standard work arrangement) 
 
3. How long have you worked in your present job for your current employer? 
 
1. Less than 6 months 
2. 6-12 months 
3. Enter years:__ __   
 
4. In your main job, are you salaried, paid by the hour or something else? 
1. Salaried 
2. Paid by the hour 
3. Other:_________________________________________ 
 
If subject’s response is #3-8,  STOP. 
Questionnaire is complete. 





Employment Questions v1 
STUDY ID __ __ __ __ 
 
Date form completed:  __  __  / __   __  / __   __   __   __         RA ID: __ __    
 
Collection time:     Baseline       Other:_________    
 
Completed by:     RA:(1)=In-person (2)=Telephone     Self-completed         
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5. How hard is it to take time off during your work to take care of personal or family matters? 
 
1. Not hard at all 
2. Not too hard 
3. Somewhat hard 





      
________________________________________________________________ 
     
      
________________________________________________________________ 
 
      
________________________________________________________________ 
 








APPENDIX C BRIEF Health Literacy Screening Tool  
BRIEF Health Literacy Screening Tool (BRIEF) 
 
Please circle the answer that best represents your response.  
 







2. How often do you have problems learning about your medical condition because 















4. How confident are you filling out medical forms by yourself?  
1. Not at all 
2. A little bit 
3. Somewhat 
4. Quite a bit 
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